9 were under 12, 5 between 12 and 20, and 11 between 20 and 54 years; only 3 were over 30. The sex incidence is 15 males to 10 females.
These polyps have descriptive names such as juvenile polyp, congenital cystic polyp, retention polyp and juvenile adenoma, although it seems probable that they are not adenomata.
The length of history varies greatly, from one day to many years, but, as the main symptom is bright red blood with the stool, it is difficult to assess its significance because many of the older cases also had hemorrhoids. The other frequent complaint was prolapse of the polyp; in one such case the lesion was 22 cm from the anus. Some had a mucous discharge, pseudodiarrhoea, tenesmus or itching.
Auto-amputation was reported once, when the polyp was brought to the hospital in a match-box. It is the reason why often no polyp is found in a child with a suggestive history. When a mother brings her infant, who has had rectal bleeding for some time, with a larger haemorrhage, the polyp has sloughed or twisted off.
Most polyps can be felt with the finger and all but 2 could be seen with the sigmoidoscope, 19 being less than 15 cm from the anus and only 3 were beyond 20 cm. The polyps varied in size from about 4 to 20 mm; only 2 were sessile. Their appearance is usually typical. They are smooth, round, shining and cherry red and are surrounded by an aura of glistening yellow mucus. They are elusive, but the sight of the mucus should make one suspect their presence. They are not lobulated and plum red as is the adenoma nor pale and villous like the papillary adenoma or villous tumour. They are commonly single though 2 patients had more than one polyp.
The histopathology of the juvenile polyp is typical and differs from the adenomatous polyps. The gross appearance is different. The cut surface is characteristic: there is no arborization or treelike structure; large cystic spaces, filled with mucus, are easily seen. Microscopically the juvenile polyp consists almost wholly of a characteristic connective tissue. Smooth muscle fibres are not seen. The polyp is covered by a continuous layer of normal-looking columnar mucussecreting epithelium, one cell thick, which is commonly ulcerated, so that the polyp contains some inflammatory cells. Ulceration may be due to trauma or to infarction secondary to twisting of the pedicle. The microscopic pathology of these tumours has been described by Morson (1962) . He considers that the histological evidence suggests that the juvenile polyp may be a malformation or hamartoma. It is not a neoplasm and is in no way pre-malignant. In support of this theory is the finding of bone in a recently removed polyp.
Treatment was by means of diathermy removal except in 2 cases were colotomy was r:o-ded. There is some evidence to suggest that avulsion may allow local recurrence if removal is incomplete. It seems unlikely that follow up is necessary, but the patient should be advised to return should symptoms recur as further polyps may develop at another site.
Juvenile polyps have been seen in association with adenomatous polyps in true familial adenomatosis coli and it is possible that congenital juvenile polyposis may also occur. This latter should not be a premalignant condition.
In summary, these polyps have a characteristic appearance macroscopically and microscopically; they are not adenomata and are probably malformations, and therefore are not premalignant. There is general agreement that operations on the open alimentary tract carry an increased risk of developing a wound infection, and that this must be due to direct inoculation of organisms on to the surface of the incision. Little attention has been devoted to this source of infection, and results of work in progress on this subject were presented:
(1) Cultures were made of swabs taken from the surface of the incision at the end of 108 operations on the alimentary tract. Seventy-one operations on the stomach, duodenum or gall-bladder yielded a growth of pathogens from 9 wounds (12-6 %), 4 growing frcal bacteria. In 37 patients undergoing resection of the colon or rectum, pathogens were cultivated from 11 wounds (29 7 %), 10 of these yielding fwecal organisms.
(2) This evidence shows that inoculation of alimentary bacteria on to the wound occurs and that the risk is greater in operations on the large intestine. The next step is to prevent inoculation and the chief measure recommended is the use of an impermeable wound towel which is sewn down to the edge of the peritoneum, so that the surface of the incision and the layers of the abdominal wall are covered. Bacteriological studies confirm the value of this measure.
(3) Exclusion of the wound from the field of operation must be backed up by a good dangertowel technique and the use of clean gloves and instruments for closure of the incision.
